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This visit was for the Investigation of Complaint
INOOQB5379. .

Complaint INOC085379 - Substantiated,
| Federal/State deficiencies related to the
allegations are cited at F272, F280, and F323.

‘Survey dates: February 3, 4, 2011 ' * | This Plan of Correction is the center’s

credible allegation of ¢ 11
Facility number: 000474 2 of compliance.

Provider number: 155586

AIM number: 100290540 Preparation a.nc'l for execution of this
_ | plan of correction does not constitute
Survey team: . Ann Armey, RN _ _ admission or agreement by the

provider of the truth of the facts al;

bed type: o718
(S:ﬁrll:sug ed type leged or conclusions set forth in the
SNF/NF- 62 - statement of deficienceis. The plan of
7 l Total: 67 : correction is prepared and/or executed
\ ' - isolely because it is required by th
o\ . | 4 auired by the
3 W I(\:ﬂzré?g:r g@ygr type: _ _ provisions of federal and state law..
P Medicaid. 39 o
GCther: 23
Total: 67 _ RECEIVED
Sample: 3 a -
This deficiency reflects State findings cited in : | FEB 2 4 201

accordance with 410 1AC 16.2..
Quality review completed 2/9/11 by Jennie . LONG TERM CARE DIVISION
Bartelt, RN. - - INDIANASTATE DEPARTMENT OF HEALTH

F 272 483.20, 483.20(b)'COMPREHENS]VE ' . F272
$8=D | ASSESSMENTS :

The facility must conduct i'nitiany and periodically
a comprehensive, accurate, standardized

LABORATORY DIRECTOR'S OR PROVIDER/SUPE REPRESENTATIVE'S SIGNATURE - TITLE . {(X6) DATE

@ w s Bl 52234

- . Any deficiency statsh(ent ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
‘other safeguards provide sufficient protection fo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not & ptan of correction is provided. Fornursing homes, the above findings and ptans of correction are disclosabie 14
days following the date these documents are made avaitable to the facility. [f deficiencies are cited, an approved plan of correction is requisite to continued
program participation. : ; .
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reproducible assessment of each resident's ) ) -
functional capacity. It is the policy of this facility to
- _ initially and periodically conduct a
A facility must make a cornprehensavg comprehensive, accurate, a stand-
assessment of a resident's needs, using the RA! dized ducibl t of
specified by the State. The assessment must ardized, reproducible assessment o
inciude at least the following; each resident’s functional capamty.
Identification and demographic information; '
Customary routine; }_ﬂ(
Cognitive patterns; )
Communication; .
Vision: Resident B was re-evaluated upon 2-4-11
Mood and behavior patterns; readmission to this facility on 1-19 5
Psychosocial well-being; -11. A fall risk assessment was
Physical functioning and structural problems; completed with a score indicating
Continence; high risk. The care plan was review-
| Disease diagnosis and health conditions; 1ZN TISK. e p .
Dental and nutritional status; ed and updated on 1-19-11 to mplude
Skin conditions; new interventions of low bed with
Activity pursuit; mat at bedside on floor.
Medications; ) New orders were also received from
Special treatments and procedures; - he doctor & hai 1
Discharge potential; \ the octor for a chair pressure alarm,
Documentation of summary information regarding | a mobility alarm and a raised edge
the additional assessment performed through the mattress. All were place in use o
resident assessment protocols; and 1-19-11. o :
Documentation of participation in assessment.
| On 1-27-11 and 1-28-11 all resident
This REQUIREMENT is not met as evidenced | . charts were reviewed for appropriate
by: o _ 5 | and timely fall risk assessments.
Based on |nterVIew and recorcf review, the facility i I Those residents that triggered as high !
failed to ensure a resident at risk of falls was | | risk ved dditional audit f
thoroughly assessed before a device used to alert , TSk received an addiional audit lor |
staff to the resident's rising unassisted was appropriate interventions and care
discontinued. This deficient practice affected 1 of plans. .
3 residents who were at risk of falls in a sample of ' f
.y . . [
3. (Resident #B) On 1-27-11 and 1-28-11, nursing staff |
consisting of RN; LPN and QMA’s
Facifity ID: 000474 If continuation sheet Page 2 of 17
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Findings include:

On 2/3/11 at 9:00 a.m., during the orientation
tour, the ADON (Assistant Director of Nursing)
indicated Resident #8 had fallen in the facility and
had sustained a hip and wrist fracture. The ADON
indicated Resident #B was hospitalized after the
fall and returned to the facility following a surgical
repair of the hip fracture but currently was in the
hospital because a screw in the hip had become
displaced.

The clinical record of Resident #B was reviewed
on 2/3M1 at 10:00 a.m. and indicated the resident
was admitted to the facility on 12/3/10 for
rehabilitation following a hospitalization for an
appendectomy with peritonitis. The resident's
diagnoses included, but were not limited to,
Parkinson's disease, dementia, and csteoporosis.
The resident had been residing in an assisted
living facility prior to her appendicitis.

The fall risk assessment, dated 12/3/10, indicated
{ the resident was at high risk of falls and had
intermittent confusion.f'

Admission physician orders, dated 12/3/10,
indicated, "Mobility alarm on @ (af) all times

| (check mark) g (every) shift."

Therapy notes indicated Occupational Therapy
was started on 12/6/10, Physical Therapy on
; 12/7110, and Speech Therapy on 12/13/10.

Nursing notes, dated 12/8/10, indicated, "Dic

- {(discontinue) mobility alarm res (resident) uses

| calt light appropriately to convey needs...." There
| was no documentation Resident #B safety needs

i were comprehensively assessed or that the
| .

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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were re-educated on completing fall
risk assessments and forwarding
recommendations to the IDT prior to
discontinuing any safety measure or
device.

They were also re-educated that the
care plan must be updated and reflect
any changes for any new or discon-
tinued intervention.

A Fall committee was formed that
reviews any fall for root cause, any
change in risk level and to add any
new interventions. All residents are
reviewed with IDT walking rounds
the next business day after any fall.
Director of Nursing and/or Designee
will monitor during routine rounds to
ensure that continued compliance is
obtained. This arca will be reviewed
5x week for one month, per 24 hour
report sheets, telephone orders and
fall reports, then weekly x4, then
monthly through random audits and
IDT rounds. Resuits of the audits
will be reported monthly to the QA
Committee for review. The QA Com-
mittee responsible, to the Adminis- |
trator, will review audits for continued ;
compliance.

FORM CMS-2567{02-98) Previcus Versions Obsalete

~ Event ID:UGE011

Facility 1D: 000474

if continuation sheet Page 3 of 17




: : PRINTED: 02/10/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING .
B. WING C
155596 ' - - 02/04/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

500 N WILLIAMS ST

LAKELAND SK IN N
ILLED NURSING AND REHABILITATIO ANGOLA, IN 46703

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES (2] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 272 Continued From page 3 : F 272

Physical or Occupational Therapists were
consulted before the mobility alarm was
discontinued.

During interview on 2/3/11 at 1:30 p.m., LPN #10,
who had discontinued the mobility alarm for
Resident #B, indicated she felt the resident's
confusion had cleared, the resident was using her
call light, was continent, and the family wanted
her to be more independent. LPN #10 indicated
she did not discuss discontinuing the mobility
alarm with the therapists.

The fall risk care plan, dated 12/10/10, indicated
the resident was at risk of falls related to
psychotropic medication, diuretic medication,
osteoporosis, Parkinson's, poor safety
awareness, dementia and weakness.

A Social Services 30 day summary, dated
12/27/110, indicated the resident received a score
of 7 on the BIMS (Brief Interview for Mental
Status) indicating the resident had severe mental
status impaiment (0-7 severe impairment).

Physical Therapy Summary notés, between
1/11/11 and 1/14/11, indicated the resident
required contact guard assist for safe transfer and
| ambulation due to unsteadiness. The summary
indicated the resident was a fall risk and "safety
precautions include need for verbal, tactile and ]
visual cues." The note further indicated "Pt \'
{patient) is attempting to walk without assistive o
devices or assistance from caregivers...." :

Occupational Therapy Summary notes between
1/8/11 and 1/14/11 indicated, "Patient impulsive
and frequently gets up from wheelchair to walk
behind it with no assistance.”

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UGE011 Facility ID: 000474 if continuation sheet Page 4 of 17
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: mobility alarms or fall preventative measures.
i Finally, the DON indicated, after the fall, the IDT

Speech Therapy Summary between 1/8/11
through 1/14/11, indicated the resident was able
to demonstrate ability to follow safety precautions
with moderate ability (51 to 70% of the time) and
had mild cognitive impairment.

On 1/14/11 at 5;30 p.m., nursing notes indicated
the resident was found on the floor in the doorway
of her room. The resident complained of pain in
her right hip and right wrist. Subsequently, the
resident was sent to the hospital and admitied
with a fractured right wrist and right hip.

On 2/3/11 at 11:30 p.m., the Director of
Rehabilitation was interviewed about Resident
#B's mobility alarm. The Director of Rehabilitation
indicated Resident #B was geftting stronger and
her balance was improving but she still needed
assistance fo transfer and had no safety
awareness. The Director indicated she did not
recall having any input when the alarm was
discontinued and she felt Resident #B should
have had a mobility alarm.

On 2/4/11 at 11:00-a.m., the DON (Director of
Nursing) indicated the IDT (Interdisciplinary
Teamy), including a therapist, discussed Resident
#B and identified no new safety issues on
12/30/10 but they had not met formally after
12/30/10 and no new interventions were initiated.
The DON further indicated staff were inserviced
on 1/27/11 and 1/28/11 and fall risk assessments :
were to be done before the discontinuation of

met to evaluate the effectiveness of the fall
prevention interventions for all residents at risk for
falls.

i
1
|
i
i
|
i

i

|
|
i
!
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The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

l This REQUIREMENT is not met as evidenced

i by: i}

|

| Based on interview and record review, the facility
|

assessment of the resident with

high risk. The care plan was review-

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ~ PROVIDER'S PLAN OF CORRECTICN (X5}
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F 272 | Continued From page 5 - F 272
The Fall Management Procedure, dated 10/10,
provided by the DON, was reviewed on 2/4/11 at
11:30 a.m., and indicated, "...3. Regularly review,
revise, and evaluate care plan effectiveness at
minimizing falls and
injuries...."
This federal tag relates to Complaint INOO085379.
3.1-31(a) It is the policy of this facility to
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280| develope a comprehensive care
s5=D | PARTICIPATE PLANNING CARE-REVISE CP plan based on the comprehensive

mnput from the IDT, physician,
resident and family. Updates to
the care plan are completed by a
team of qualified persons after
each assessment and review of the
care plan.

Resident B was re-evaluated upon
readmission to this facility on 1-19
-11. A fall risk assessment was
completed with a score indicating

ed and updated on 1-19-11 to include
new interventions of low bed with
mat at bedside on floor.

New orders were also received from
the doctor for a chair pressure alarm,
a mobility alarm and a raised edge
mattress. All were placed in use on

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: UGB011

Facility ID: 000474

If continuation sheet Page 6 of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/10/2011
FORM APPROVED
__OMB NO. 0938-0391

failed to assure the fall risk care plan was
updated when the resident began tc attempt to
get up unassisted. The resident was not
supervised, fell and fractured her hip and wrist.
This deficient practice affected 1 of 3 residents
who were at risk-of falls in a sample of 3.
(Resident #B)

Findings include:

On 2/3/11 at 2:00 a.m., during the orientation
tour, the ADON (Assistant Director of Nursing)
indicated Resident #B had fallen in the facllity and
had sustained a hip and wrist fracture. The ADON
indicated Resident #B was hospitalized after the
fall and returned to the facility following a surgical
repair of the hip fracture but currently was in the
hospital because a screw in the hip had become
displaced.

The clinical record of Resident #B was reviewed
on 2/3/11 at 10:00 a.m. and indicated the resident
was admitted to the facility on 12/3/10 for
rehabilitation following a hospitalization for an
appendectomy with peritonitis. The resident's
diagnoses included but were not limited to,
Parkinson's disease, dementia, and osteoporosis.
The resident had been residing in an assisted
living facility prior to her appendicitis.

The fall risk assessment, dated 12/3/10, indicated
the resident was at high risk of falls and had
"intermittent confusion."

Admission physician orders, dated 12/3/10,
indicated, "Mobility alarm on @ (at) all times
{check mark) g (every) shift."

Therapy notes indicated Occupational Therapy

F 280
| 1-19-11 and the care plan was updated
to include all interventions.

On 1-27-11 and 1-28-11 all resident
charts were reviewed for appropriate
and timely fall risk assessments.
Those residents that triggered as high
risk received an additional audit for
appropriate interventions and care
plans. '

On 1-27-11 and 1-28-11, nursing staff
consisting of RN, LPN and QMA’s
were re-educated on completing fall
risk assessments and forwarding

|- recommendations to the IDT prior to
discontinuing any safety measure or
device

They were also re-educated that the
care plan must be updated and reflect
any changes for any new or discon-
tinued intervention. ‘

A Fall committee was formed that
reviews any fall for root cause, any
change in risk level and to add any
‘new interventions. All residents are

reviewed with IDT walking rounds
the next business day after any fall.
Director of Nursing and/or Designee
will monitor during routine rounds to

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING C
155596 ' 02/04/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 500 N WILLIAMS ST '
LAKELAND SKILLED NURSING AND REHABILITATION
_ ANGOLA, IN 46703
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF COCRRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 6

FORM CMS-2567(02-99) Previcus Versions Obsolete

Event 13; UGB0O11

Facility ID: 600474

If continuation sheet Page 7 of 17




PRINTED: 02/10/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES v FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION © IDENTIFICATION NUMBER: COMPLETED
g A. BUILDING
B. WING C
155596 ' ' 02/04/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 1P CODE
: . 500 N WILLIAMS ST
LAKELAND SKILLED NURSING AND REHABILITATION
_ ANGOLA, IN 46703
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID ~“PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 7 F 280

was started on 12/6/10, Physical Therapy on
12/7/10, and Speech Therapy on 12/13/10.

Nursing notes, dated 12/8/10, indicated, "D/c

(discontinue) mobility alarm res (resident) uses ensure that continued compliance is
call light appropriately to convey needs...." There obtained. This area will be reviewed

was no documentation Resident #B safety needs & h h
were comprehensively assessed or that the 5x week for one month, per 24 hour

physical or occupational therapists were report sheet, telephone orders, and
consulted before the mobility alarm was fall reports, then weekly x4, then
discontinued. monthly through random audits and
The fall risk care plan, dated 12/10/10, indicated IDT rounds. Results ofthe audits will
the resident was at risk of falls related to - be reported monthly to the QA Com-
psychotropic medication, diuretic medication, mittee for review. The QA Committee
osteoporosis, Parkinson's, poor safety : responsible to the Administrator will

awareness, dementia and weakness. The care
plan included the following interventions:
provide adequate lighting,

monitor side effects of medication,

keep call light within reach,

encourage use of call light, ;
keep floors free of spills and clutter, :
monitor unsteady gait and balance.

instruct to avoid sudden position changes,
labs.as ordered,

assess toileting needs,

provide verbal safety cues,

keep personal belongings within reach,

keep assistive devices within easy reach: (walker,
wheelchair},

wear clear and clean eye wear,

provide non-skid foot wear,

Physical Therapy evaluation and treatment, and
Qccupational Therapy evaluation and freatment.

review audits for continued compliance.

No additional interventions were implemented
untit 1/18/11, after the resident returned from the
hospital, following the repair of her hip fracture.
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Nursing notes indicated the following:

OCn 1/4/11 at 8:30 p.m., Resident #B was showing
increased independence and was walking without
help in her room and down the hall.

On 1/11/10 at 8:35 p.m., resident was found to be
walking in the hall without her wheel chair.

Physical Therapy Summary notes, between
1M11/11 and 1/14/11, indicated the resident
required contact guard assist for safe transfer and
ambulation due to unsteadiness. The summary
indicated the resident was a fall risk and "safety
precautions include need for verbal, tactile and
visual cues." The note further indicated, "Pt
{patient) is attempting {o walk without assistive
devices or assistance from caregivers...."

Occupational Therapy Summary notes between
1/8/11 and 1/14/11 Findicated, "Patient impulsive
and frequently gets up from wheelchair to walk

! behind it with no assistance.” .

Speech Therapy Summary between 1/8/11

| through 1/14/11, indicated the resident was able

| to demonstrate ability to follow safety precautions
i with moderate ability {51 to 70% of the time) and

| had mild cognitive impairment.

: On 1/14/11 at 5:30 p.m., nursing notes indicated

: the resident was found on the floor in the doorway
{ of her room. The resident complained of pain in

' her right hip and right wrist. Subsequently, the
resident was sent to the hospital and admitted
with a fractured right wrist and right hip.

' On 2/3/11 at 11:30 p.m., the Director of
Rehabilitation was interviewed about Resident
#B's mobility alarm. The Director of Rehabilitation
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indicated Resident #B was getting stronger and
her balance was improving but she still needed
assistance to transfer and had no safety
awareness,

The Directer indicated she did not recall having
any input when the alarm was discontinued and
she felt Resident #B should have had a mobility
alarm. '

On 2/3/11 at 1:20 p.m., CNA #11, who worked -
with Resident #B, was interviewed about the fall.
CNA #10 indicated Resident #B would get up
without help and she was told not to get up by
herself but she continued fo do it. The CNA
indicated the resident wanted to¢ go home and
was confused at times.

0On 2/3/11 at 3:15 p.m., LPN #12, who was on
duty when Resident #B fell, was interviewed. The
LPN indicated the resident #B was in bed when
she went to pass drinks in the dining room. She
received a call from the CNA, went to check and
Resident #B was on the floor in the door way of
her room. The resident had pain, EMS was
called, and the resident was transported to the
hospital. LPN #12 indicated she had "caught”
Resident #B being up without assistance twice
and told her to call for help.

On 2/3/11 at 4:00 p.m., CNA #13, who initially
found the resident on the floor on 1/14/11, was
interviewed. CNA #13 indicated she saw Resident
#B in bed before the fall. The CNA indicated a
resident was at the nurses station pointing toward
Resident #B's room and when she went around
the corner, Resident #B was lying on the floor in
her doorway. The CNA indicated she had not
worked with Resident #B and had no first hand
knowledge about Resident #B getting up on her
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On 2/4/111 at 10:30 a.m., the Rehabilitation
Director was interviewed about Resident #B's fall.
The Director indicated Resident #8 was not safe
walking or transferring alone. The Director
indicated she talked to the family on 1/14/11,
about their safety concerns. She indicated she
then told the evening nurse (LPN #12) that the
resident was "not safe” transferring herself and
"needed watching."

On 2/411 at 11:00 a.m., the DON (Director of
Nursing) indicated the 1DT (interdisciplinary
team), including a therapist, discussed Resident
#B and identified no new safety issues on
12/30/10 but they had not met formally after
12/30/10 and no new interventions were initiated.
The DON further indicated staff were inserviced
on 1/27/11 and 1/28/11 and fall risk assessments
were to be done before the discontinuation of
mobility alarms or fall preventative measures.
Finally, the DON indicated, after the fall, the IDT
met to evaluate the effectiveness of the fall
prevention interventions for all residents at risk for
falls. i

The Fall Management Procedure, dated 10/10, ' ' ;
provided by the DON, was reviewed on 2/4/11 at |
11:30 a.m., and indicated "...3. Regularly review,
revise, and evaluate care plan effectiveness at
minimizing falls and

injuries..."

This federal tag relates to Cormplaint INO0085379.

3.1-35(d){(2)(B) : :
F 323 | 483.25(h) FREE OF ACCIDENT F 323 : [
85=G | HAZARDS/SUPERVISION/DEVICES |

FORM CMS-2567(02-99) Previous Versions Obsolete 7 Event ID:UGEO11 Facility 1D: 000474 - If continuation sheet Page 11 of 17 .




: ' PRINTED: 02/10/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA. {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING C K
155596 ' 02/04/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
500 N WILLIAMS ST
LAKELAND SKILLED NURSING AND REHABILITATION
_ ANGOLA, IN 46703
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (%s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 11 F 303 1tIS the policy of t.hlS facﬂlt‘y to
ensure that the resident environ-
The facility must ensure that the resident ment remains as ﬁ'ee. from acci-
environment remains as free of accident hazards dent hazards as possible: that
as is possible; and each resident receives each resident receives adequate
adequate supervision and assistance devices to supervision and assistance de-
prevent accidents. . .
vices to prevent accidents.
Resident B was re-evaluated upon D-A-11

'Findings include:

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to ensure a resident at risk of falls was
thoroughly assessed before a device used to atert
staff to the resident's rising unassisted was
discontinued, and failed to assure the fall risk
care plan was updated when the resident began
to aftempt to get up unassisted. The resident was
not supervised, fell and fractured her hip and
wrist. This deficient practice affected 1 of 3.
residents who were at risk of falis in a sample of
3. (Resident #B)

On 2/3/11 at 9:00 a.m., during the orientation
tour, the ADON (Assistant Director of Nursing)
indicated Resident #8 had fallen in the facility and
had sustained a hip and wrist fracture. The ADON
indicated Resident #B was hospitalized after the
fall and returned to the facility following a surgical
repair of the hip fracture but currently was in the
hospital because a screw in the hip had become
displaced. .

The clinical record of Resident #B was reviewed
on 2/3/11 at 10:00 a.m., and indicated the
resident was admitted to the facility on 12/3/10 for

readmission to this facility on 1-19
-11. A fall risk assessment was
completed with a score indicating
high risk. The care plan was review-
ed and updated on 1-19-11 to include
new interventions of low bed with
mat at bedside on floor. :
New orders were also received from
‘the doctor for a chair pressure alarm,
a mobility alarm and a raised edge
mattress. All were placed in use on
1-19-11 and the care plan was updated
to include all interventions.

On 1-27-11 and 1-28-11 all residents
charts were reviewed for appropriate -
and timely fall risk assessments.
Those residents that triggered as high
risk received an additional audit for
appropriate interventions and care
plans. :

consisting of RN, LPN and QMA’s

On 1-27-11 and 1-28-11, nursing staff|
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rehabilitation following a hospitalization for an
appendectomy with peritonitis. The resident's
diagnoses included, but were not limited to,
Parkinson's disease, dementia, and osteoporosis.
The resident had been residing ih an assisted
living facility prior to her appendicitis.

The fall risk assessment, dated 12/3/10, indicated
the resident was at high risk of falls and had
"intermittent confusion." '

Admission physician orders, dated 12/3/10,
indicated, "Mobility alarm on @ (at) all times
(check mark) g (every) shift"

Therapy notes indicated Occupational Therapy
was staried on 12/6/10, Physical Therapy on
12/7/10, and Speech Therapy on 12/13/10.

Nursing notes, dated 12/8/10, indicated, "D/c
(discontinue) mohility alarm res (resident) uses
call light appropriately to convey needs...." There
was no documentation Resident #B's safety
needs were comprehensively assessed or that
the Physical or Occupational Therapists were
consulted before the mobility alarm was
discontinued.

During interview on 2/3/11 at 1:30 p.m., LPN #10,
who had discontinued the mobility alarm for
Resident #B, indicated she felt the resident's
confusion had cleared, the resident was using her
call light, was continent, and the family wanted
her to be more independent. LPN #10 indicated
she did not discuss discontinuing the mobility
alarm with the therapists.

The fall risk care plan, dated 12/10/10, indicated
the resident was at risk of falls related to
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were re-educated on completing fall
risk assessments and forwarding
recommendations to the IDT prior to
discontinuing any safety measure or
device.

They were also re-educated that the
care plan must be updated and reflect
any changes for any new or discon-
tinued intervention.

A Fall committee was formed that
reviews any fall for root caused, any
change in risk level and to add any new
interventions. All residents are
reviewed with IDT walking round

the next business day after any fall.
Director of Nursing and/or Designee
will monitor during routine rounds to
ensure that continued compliance is
obtained. This area will be reviewed
5x week for one month, per 24 hour
report sheet, telephone orders and

fall reports, then weekly x4, then
monthly through random audits and
IDT rounds. Results of the audits will
be reported monthly to the QA Com-
mittee for review. The QA Committee]
responsible to the Administrator, will
review audits for continued compliance
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i No additional interventions were implemented

‘status impairment (0-7 severe impajrment).

| On 1/4/11 at 8:30 p.m., Resident #B was showing |

Continued From page 13

psychotropic meédication, diuretic medication,
osteoporosis, Parkinson's, poor safety
awareness, dementia and weakness. The care
plan included the following interventions:
provide adequate lighting,

monitor side effects of medication,

keep call light within reach,

encourage use of call light,

keep floors free of spills and clutter,

monitor unsteady gait and balance.

instruct to avoid sudden position changes,

labs as ordered,

assess loileting needs;

provide verbal safety cues,

keep persenatl belongings within reach

keep assistive devices within easy reach: (walker,
wheelchair),

wear clear and clean eye wear,

provide non-skid foot wear,

Physical Therapy evaluation and treatment and
Occupational Therapy evaluation and treatment.

unti! 1/19/11, after the resident returned from the
hospital, following the repair of her hip fracture.

A Social Services 30 day summary, dated
12/27/10, indicated the resident received a score
of 7 on the BIMS (Brief Interview for Mental
Status) indicating the resident had severe mental

Nursing notes indicated the following: .

increased independence and was walking without
help in her room and down the hall.

On 1/11/10 at 8:35 p.m., resident was found to be
walking in the hall without her wheel chair.

F 323
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Physical Therapy Summary notes, between
1111111 and 1/14/11, indicated the resident
required contact guard assist for safe transfer and
ambulation due to unsteadiness. The summary
indicated the resident was a fall risk and "safety
precautions include need for verbal, tactile and
visual cues." The note further indicated "Pt
(patient) is attempting to walk without assistive
devices or assistance from caregivers...."

Occupational Therapy Summary notes between
1/8/11 and 1/14/11 indicated, "Patient impulsive
and frequently gets up from wheeichair to walk
behind it with no assistance."

Speech Therapy Summary between 1/8/11
through 1/14/11, indicated the resident was able
to demonstrate ability to foliow safety precautions
with moderate ability (51 to 70% of the time) and
had mild cognitive impairment.

On 1/14/11 at 5:30 p.m., nursing notes indicated
the resident was found on the floor in the doorway
of her room. the resident complained of pain in
her right hip and right wrist. Subsequently, the
resident was sent to the hospital and admitted
with a fractured right wrist and right hip.

On 2/3/11 at 11:30 p.m., the Director of
Rehabilitation was interviewed about Resident
#B's mobility alarm. The Director of Rehabilitation
indicated Resident #B was getting stronger and
her balance was improving but she still needed
assistance to transfer and had no safety
awareness. The Director indicated she did not
recail having any input when the alarm was
discontinued and she felt Resident #B should
have had a mobility alarm.

F 323
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| then told the evening nurse (LPN #12) that the

On 2/3/11 at 1:20 p.m., CNA #11, who worked
with Resident #B, was interviewed about the fall.
CNA #10 indicated Resident #B would get up
without help and she was told not to get up. by
herself but she continued fo do it. The CNA
indicated the resident wanted to go home and
was confused at times.

On 2/3/11 at 3:15 p.m., LPN #12, who was on
duty when Resident #B fell, was interviewed. The
LPN indicated the resident #B was in bed when
she went to pass drinks in the dining room. She
received a call from the CNA, went to check and
Resident #B was on the floar in the door way of
her room. The resident had pain, EMS was
called, and the resident was transporied to the
hospital. LPN #12 indicated she had "caught”
Resident #B being up without assistance twice
and told her to calt for help.

On 2/3/11 at 4:00 p.m., CNA #13, who initially
found the resident on the floor on 1/14/11, was
interviewed. CNA #13 indicated she saw Resident
#B in bed before the fall. The CNA indicated a
resident was at the nurses station pointing toward
Resident #B's room and when she went around
the corner, Resident #B was lying on the fioor in
her doorway. The CNA indicated she had not
worked with Resident #B and had no first hand
knowledge about Resident #B getting up on her

On 2/4/11 at 10:30 a.m., the Rehabilitation
Director was interviewed about Resident #B's fall.
The Director indicated Resident #B was not safe
walking or transferring alone. The Director
indicated she talked to the family, on 1/14/11,
about their safety concerns. She indicated she
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resident was "not safe” transferring herself and
"needed watching." The Director indicated she did
not document the conversations with the family or
the nurse.

On 2/4/11 at 11:00 a.m., the DON (Director of
Nursing) indicated the IDT (Interdisciplinary
Team), including a therapist, discussed Resident
#B and identified no new safety issues on
12/30/10 but they had not met formally after
12/30/10 and no new interventions were initiated.
The DON indicated the resident had no falls
before 1/14/11. The DON further indicated staff
were inserviced on 1/27/11 and 1/28/11 and fall
risk assessments were to be done before the
discontinuation of mobility alarms or fall
preventative measures. Finally, the DON
indicated, after the fall, the IDT met to evaluate
the effectiveness of the fall prevention
interventions for all residents at risk for falls.

The Fall Management Procedure, dated 10/10,
provided by the DON, was reviewed on 2/4/11 at
11:30 a.m., and indicated, "...3. Regularly review,
revise, and evaluate care plan effectiveness at
minimizing falls and

injuries..."

This federal tag relates to Complaint INOOG85379.
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